Despite suggestions in the literature that depression has serious consequences, few studies have examined specific health and psychosocial outcomes of depression in Black single mothers. The purpose of this study was to estimate paths in a just-identified theoretical model of outcomes of depression for Black single mothers based on theoretical propositions and empirical findings. The model included the variables, depressive cognitions, depressive symptomatology, perceived social support, and positive health practices. Five direct and two indirect hypothesized relationships were estimated using structural equation modeling. A nonprobability sample of convenience of 159 Black single mothers aged 18 to 45 years was recruited for the study. This study used a cross-sectional correlational design. The participants responded in person or via the U.S. mail to the Center for Epidemiologic Studies-Depression scale, the Depressive Cognition Scale, the Personal Resource Questionnaire 85-Part 2, and the Personal Lifestyle Questionnaire. Beta and Gamma path coefficients were statistically significant for four out of five hypothesized direct relationships within the model (p < .01). The direct path between depressive cognitions and positive health practices was not supported (Gamma = −.11, p > .05). The two indirect paths were weak but statistically significant (p < .01). Depressive symptoms and perceived social support were outcomes of depressive cognitions. Positive health practices was not a direct outcome of depressive cognitions. Perceived social support and positive health practices were outcomes of depressive symptoms.
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Depression is a serious mental illness that negatively impacts physical health, quality of life, and psychosocial functioning, causing disability and death for some sufferers while increasing morbidity and mortality for others (Lam et al., 2009; Lewinsohn, Seeley, Solomon, & Zeiss, 2000 ; National Institutes of Mental Health [NIMH] , 2009). Black single mothers are a minority population vulnerable to depressive symptoms. Studies have shown that up to 70% of Black single mothers report depressive symptoms consistent with a diagnosis of mild to moderate clinical depression (Hatcher, Rayens, Peden, & Hall, 2008; Kneipp, Welch, Wood, Yucha, & Yarandi, 2007; Siefert, Williams, Finlayson, Delva, & Ismail, 2007) , 9 times the rate of depression in the general U.S. population (6.7%; NIMH, 2014) . A recent study that tested a theoretical model of depression in Black single mothers has shed light on antecedent variables that explain depression in this population (Atkins, 2015) . Although research suggested that depression has negative psychosocial and physical health consequences for multiracial samples of single mothers and their children (Boyd, Zayas, & McKee, 2006; Jackson, Bentler, & Franke, 2008) , few studies have examined specific health and psychosocial outcomes of depression in Black single mothers. The purpose of this study was to estimate paths in a just-identified theoretical model of outcomes of depression for Black single mothers based on theoretical propositions and empirical findings. The results of this analysis will provide information that will aide practitioners to improve the health practices and perception of social support for Black single mothers.
Theoretical Model of Outcomes of Depression
Theorists have proposed a relationship between depressive cognitions and depressive symptomatology (Beck, 1967; Zauszniewski, 1995) . Depressive cognitions are defined as specific maladaptive cognitive distortions which precede the development of depressive illness or clinical depression (Beck, 1974; Zauszniewski, 1995) . These cognitions include feelings of powerlessness, helplessness, purposelessness, worthlessness, loneliness, hopelessness, emptiness, and meaninglessness (Zauszniewski, 1995) . In contrast, depressive symptoms include depressed mood, guilt, loss of appetite, sleep disturbances, psychomotor retardation, social withdrawal, self-reproaches, and the desire for self-harm (Radloff, 1977) . Theoretically, depressive cognitions are posited to lead to depressive symptoms in adults because, as stated by Robbins (1993) , " . . . negative thoughts can depress your mood" (p. 2). According to Beck (1967) , negative cognitive views about the self, the world, and the future, once activated, dominate a person's thinking and lead to depressive symptomatology. Abramson, Metalsky, and Alloy (1989) proposed that hopelessness, one of the depressive cognitions, precedes the development of depressive symptomatology which is characterized by lack of energy, psychomotor retardation, lowered self-esteem, and retarded initiations. Essentially, negative cognitions make one vulnerable to depressive symptoms (Alloy, Abramson, Walshaw, & Neeran, 2006) , as proposed in the present study.
Studies have shown that depressive cognitions, such as negative thinking, predict depressive symptoms in Black single mothers. Zauszniewski (1997) found a positive correlation (r = .54, p < .001) between depressed cognitions and depressive symptoms in a sample of 160 elderly adults, 42% of whom were African American, who responded to the Depressive Cognition Scale and the Center for Epidemiologic Studies-Depression (CES-D) scale. Peden, Rayens, Hall, and Grant (2004) found a positive correlation (r = .84, p < .0001) between negative thinking and depressive symptoms in a sample of 205 low-income single mothers, who responded to CES-D scale and the Crandell Cognitions Inventory (CCI). Hatcher et al. (2008) found a positive correlation (r = .80, p < .001) between negative thinking and depressive symptoms in a sample of 98 African American single mothers, who responded to the CES-D and the CCI. Based on theory and previous research, the first hypothesis predicted that depressive cognitions will have a direct and positive effect on depressive symptoms in the Black single mothers.
Theorists have proposed a relationship between depression and diminished perception of social support. Perceived social support is conceptualized in the present study as the relational provisions of attachment, social integration, opportunity for nurturance, sense of reliable alliance, and guidance (Weiss, 1974) . Klein and Wender (2005) stated that depression leads to social withdrawal, self-isolation, and the belief that others dislike or reject him or her. These feelings make relationships difficult and have the potential to lead to lower levels of perceived social support for depressed individuals. This social withdrawal and self-isolation often leads to perceived loss of social support and resources (Pettit & Joiner, 2006) . According to Hammen (2009) , depression results in maladaptive ways of construing the self in relation to others and in characteristics that affect the supportiveness of relationship with others. Hence, depression impairs relationships to the point of dissolution and produces behavioral inhibition, shyness, and social withdrawal, all of which can diminish the perception of social support (Hammen, 2009) , as proposed in this study.
Studies that have examined the relationship between depressive symptoms and social support in solely Black mothers have found strong support. For example, Coiro (2001) found an inverse correlation (r = −.66, p < .05) between depression and social support in a sample of 173 low-income African American single mothers who responded to the CES-D scale and the questions regarding emotional and instrumental support. Siefert et al. (2007) found an inverse correlation (r = −.49, p < .01) between instrumental social support and depressive symptoms in a sample of 824 low-income African American mothers who responded to the CES-D scale and questions measuring instrumental support.
In more recent studies, moderate to strong support for this relationship has been found in multiethnic samples. An inverse correlation (r = −.41, p < .05) between depression and social support in 336 multiethnic mothers who responded to the Beck Depression Inventory (BDI) and the Social Support Survey (Gjesfield, Greeno, Kim, & Anderson, 2010 (Manuel, Martinson, BledsoeMansori, & Bellamy, 2012) . Gjesfield et al. argued that the negative thought patterns associated with depressive symptoms could have influenced respondents to underestimate their perception of social support. Another study found a moderate negative relationship between depressive symptoms and social support (r = −.35, p < .05) in 1,383 postpartum mostly married (53.9%) Black mothers, the effects of which was greatly reduced (Gamma = −.08, p < .05) when the effects of social support on depressive symptoms was tested via structural equation modeling (SEM; Giurgescu et al., 2015) . The present study will utilize SEM to provide current knowledge to examine the effects of depressive symptoms on social support in a sample of solely single Black mothers or are at heightened risk for depressive symptoms. Based on theory and previous research, the second hypothesis predicted that depressive cognitions will have a direct and negative effect on perceived social support, and the third hypothesis predicted that depressive symptoms will have a direct and negative effect on perceived social support. Furthermore, the fourth hypothesis predicted that depressive cognitions will have an indirect effect on social support through depressive symptoms in Black single mothers.
Theorists have proposed that depression reduces participation in positive health practices. In this study, positive health practices are health behaviors which serve to promote the health of the individual, such as exercise, relaxation, safety, nutrition, avoidance of substance use, and preventive health activities (Brown, Muhlenkamp, Fox, & Osborne, 1983) . Billingsley and Billingsley (1987) stated that poor self-care is one of the behavioral outcomes of depression: Individuals who are depressed have poor health maintenance habits, such as lack of exercise and eating well-balanced meals. According to Bandura (2004) , personal impediments or obstacles such as depression can decrease a person's sense of personal efficacy for participating in healthy behaviors. Pender concurs that behavior specific cognitions influence health behaviors (Pender, Murdaugh, & Parsons, 2005) . Atkins (2010) additionally explained that depressive cognitions and depressive symptomatology may serve as mental blocks because they are impediments to positive health goal setting, all of which could decrease participation in positive health behaviors. Symptoms of depression "cause decreases in the motivation and drive necessary to engage in health-promoting behaviors" (Atkins, 2010, p. 161) .
Moderate empirical support for the relationship between depressive symptoms and health practices has been found in women. These studies, however, are dated and have mainly focused on multiethnic clinical samples and pregnant mothers. Lindgren (2001) found an inverse correlation (r = −.41, p < .05) between depression and health practices in a sample of 252 adult pregnant women who responded to the CES-D scale and the Health Practices Questionnaire (HPQ). Zauszniewski, Chung, Krafcik, and Sousa (2001) found that depressive cognitions had a negate relationship with health practices (r = −.51, p < .001) in a sample of 83 women with type 2 diabetes who responded to the BDI and the Health Promoting Lifestyle Profile. Lindgren (2003) found depressive symptoms had a negative relationship with health practices (B = −.20, p < .05) in a sample of 197 pregnant women who responded to the CES-D scale and the HPQ. These studies used psychometrically sound scales that were measures of multiple health practices. Other studies have found associations between women's depressive symptoms and single-item measures of specific health practices such as smoking (Siahpush, 2004) , and maternal management of child's preventive health practices (Bartlett et al., 2004; McLennan & Kotelchuck, 2000; Minkovitz et al., 2005) in multiethnic samples. These studies provide moderate support for this relationship in multiethnic samples.
Weak support for the relationship between depressive symptoms and specific health practices has also been found in more recent studies in a sample of multiethnic adults. Depressive symptoms were positively associated with health compromising behaviors such as smoking, binge drinking, risky sexual behaviors, physical inactivity, poor diet, and lack of sleep (B = .12-.20, p < .01) in a sample of multiethnic low-income adults (47% female, 68% African American; Walsh, Senn, & Carey, 2013) , and a negative relationship between depressive symptoms and physical activity (r = −.18, p < .01) was found in a multiethnic sample of 542 midlife women (Im, Ham, Chee, & Chee, 2015) . The severity of depressive symptoms was associated with increased prevalence of risk behaviors, such as smoking, physical inactivity, and obesity among 18,856 persons with asthma (Strine et al., 2008) . Poor health behaviors (i.e., smoking, excessive alcohol consumption, and obesity) were positively associated with risk of depression with a 23% increase in the risk for depression with each successive poor health behavior in a sample of Black and White young adults who responded to the CES-D scale and reported their health behaviors (Boardman & Alexander, 2011) . This is the first study to utilize a psychometrically sound measure of a multiple positive health practices to provide current knowledge regarding the nature of the relationship between depressive symptoms and positive health practices in a sample of solely Black single mothers. Based on theory and previous research, the fifth hypothesis predicts that depressive cognitions will have a direct and negative effect on positive health practices and the sixth hypothesis predicts that depressive symptomatology will have a direct and negative effect on positive health practices. Furthermore, the seventh hypothesis predicts that depressive cognitions will have an indirect effect on positive health practices through depressive symptoms in Black single mothers. The proposed model is depicted in Figure 1 .
Method

Sample
The sample consisted of single mothers between the ages of 18 and 45 years who self-identified as Black. Black single mothers met the following inclusion criteria: (a) never married, widowed, divorced, or separated; and (b) have one or more children living with them. These mothers were physically and mentally able to participate in the study and able to read and comprehend the English language. The sample excluded mothers who were presently receiving psychiatric care or counseling, taking antidepressant medication, pregnant, and who had a child less than 1 year of age.
Sample size for testing the proposed model was based on low to medium correlations between the study variables as found in previously reported empirical findings for relationships in the model, an alpha of .05, and a power of .80 (Cohen, 1988; Tabachnick & Fidell, 2013) , and suggested ratio of the number of subjects to the number of free parameters (n = 10) between a 20:1 and 10:1 ratio (Kline, 2005) . In this study, a 15:1 ratio was used which yielded a power of .83 and required minimum sample size of 150 subjects (Cohen, 1988) .
Instruments The Depressive Cognition Scale (DCS).
The DCS is an eight-item self-report instrument designed to measure depressive cognitions (Zauszniewski, 1995) . Respondents indicate the degree to which particular statements describe their current thoughts on a 6-point summated rating scale. Scores can range from 0 to 40. All eight items on the DCS are worded positively so that higher scores indicate less depressive cognitions. For ease of analysis and interpretation, scores were reversed in this study so that higher scores would indicate more depressive cognitions.
Relative to content validity, 24 items originally were developed based on Erickson's developmental stages. Five experts in psychiatric nursing evaluated these items and, based on their agreement, narrowed down the final scale to eight items (Zauszniewski, 1995) . Evidence of convergent validity was obtained when scores on the DCS correlated positively with scores on the Modified Eriksonian Psychosocial Stage Inventory (MEPSI), a measure of psychosocial attributes (r = .63, p < .05) and the CES-D scale (r = .54, p < .001; Zauszniewski, 1995 Zauszniewski, , 1997 in adults. Concurrent validity was shown when scores on the DCS were negatively related to measures of learned resourcefulness, adaptive functioning, and life satisfaction in African American and European Americans (Zauszniewski, 1997) . Factor analysis revealed a unidimensional structure in women including African American women (Zauszniewski, 1997; Zauszniewski, Picot, Debanne, Roberts, & Wykle, 2002) . Relative to reliability, adequate coefficient alpha reliabilities ranging from .75 to .92 have been reported for the DCS in adult women, including African American women (Zauszniewski, 1995; Zauszniewski & Bekhet, 2012; Zauszniewski et al., 2002) . The alpha coefficient for this sample was .85.
The CES-D scale. The CES-D scale is a 20-item self-report instrument designed to assess current levels of depressive symptoms (Radloff, 1977) . Respondents indicate the frequency and duration of which they have experienced certain situations or feelings on a 4-point summated rating scale. A total score was obtained after reversing the scores on four items. The possible range of scores is from 0 to 60, with higher scores indicating more depressive symptomatology.
Relative to content validity, items for the CES-D were selected by Radloff (1977) from previously validated depression scales and the clinical literature. Convergent validity was shown via strong correlations with other measures of depression in adults including African Americans (Caracciolo & Giaquinto, 2002; Radloff, 1977; Wilcox, Field, Prodromidis, & Scafidi, 1998) . Evidence of concurrent criterion validity was shown when scores on the CES-D were positively correlated with measures of functional difficulty, psychological distress, physical symptoms of distress, and anxiety, and negatively correlated with measures of spirituality and global health functioning in samples containing African American adults (Gitlin, Hauck, Dennis, & Schulz, 2007; Hann, Winter, & Jacobsen, 1999; Schroevers, Sanderman, van Sonderen, & Ranchor, 2000) . Adequate coefficient alpha reliabilities ranging from .83 to .91 have been found for the CES-D in African American mothers (Odom & Vernon-Feagans, 2010; Peden et al., 2004; Siefert et al., 2007) . The alpha coefficient for this sample was .91.
The Personal Resource Questionnaire 85-Part 2 (PRQ 85-Part 2).
The PRQ 85-Part 2 (Weinert, 1987 ) is a 25-item measure of perceived social support as defined conceptually by Weiss (1974) . Respondents indicate on a 7-point summated rating scale the degree to which they agree with statements measuring five dimensions of social support. Five negatively worded items were reversed scored. Scores can range from 25 to 175, with higher scores indicating a higher level of perceived social support (Weinert, 1987) . Weinert (1987) established content validity for the PRQ 85-Part 2. Weinert also found a three-factor structure for the PRQ 85-Part 2. Convergent validity was shown when scores for the PRQ 85-Part 2 correlated with the BDI, clinical depression, and the Spielberger Self-Evaluation Questionnaire, a mental health measure (Bai, Chiou, Chang, & Lam, 2008) . Adequate coefficient alpha reliabilities ranging from .89 to .93 have been reported in adults including African Americans (Esperat, Feng, Zhang, & Owen, 2007; Willoughby, Kee, & Demi, 2000) . The alpha coefficient for this sample was .92.
The Personal Lifestyle Questionnaire (PLQ).
The PLQ is a 24-item self-report scale which measures participation in positive health practices . Subjects indicate the extent of their participation in positive health practices on a 4-point summated rating scale ranging from never to almost always. Possible scores range from 24 to 96, with higher scores indicating better health practices.
Items for the PLQ are behaviors or activities consistent with professional literature for self-health care and health protective behaviors . Convergent validity was shown via significant positive correlations with Pelletier's Lifestyle Assessment Questionnaire in a sample of adults . The PLQ has additionally been factor analyzed for adolescents aged 12 to 21 years (Mahon, Yarcheski, & Yarcheski, 2002) . Adequate coefficient alpha reliabilities ranging from .74 to .76 were obtained on a sample of adults . Alpha coefficients of .75 for mothers (Kuster, Badr, Chang, Wuerker, & Benjamin, 2004) , .73 for middleaged adults (McNicholas, 2002) , and .85 for adolescents (Mahon, Yarcheski, Yarcheski, & Hanks, 2007) have been reported. The alpha coefficient for this sample was .79.
Data Collection Procedure
The University's Institutional Review Board (IRB) approved this study. The majority of women were recruited in person from four different sites including a primary care office, a social service agency, a day care center, and a dance school in two inner city communities. The primary investigator approached potential subjects in the waiting areas, screened subjects for inclusion/exclusion criteria, and explained the rights of human subjects. After signing informed consents, all women completed four instrument packets and a demographic data sheet in a quiet area. To increase sample size, a minority of the women were recruited from a larger longitudinal study of depression via the U.S. mail. These women were prescreened by phone to ensure that they met the delimitations for this study before receiving the instrument packets by mail. All participants received US$10.00 for their participation.
Data Analysis
Descriptive statistics were generated via an SPSS computer program and were used to describe demographic characteristics. Pearson correlations were computed between the study variables.
The just-identified model was examined via the LISREL 8 software program (Joreskog & Sorbom, 1993) . A bivariate regression analysis was done on the just-identified equation model. A correlated error term for two dependent variables (social support and positive health practices) was used to account for the unhypothesized relationship between them. It was predicted that the model would fit the data perfectly as it is just-identified with 0 df. In structural equation models, path coefficients are either Gammas (between exogenous and endogenous variables) or Betas (between endogenous variables; Joreskog & Sorbom, 1993) . Path coefficients and squared multiple correlations, along with direct, indirect, and total effects are obtained in the LISREL program. The path coefficients are identical to maximum likelihood estimates and determine the influence of depressive cognitions (exogenous variables) on depressive symptoms (endogenous variables) and the influence of both on social support and positive health practices (endogenous variables). The language of SEM, which suggests causation, will be used throughout this analysis. However, evidence of causation can never be unquestionably established using SEM (Mason-Hawkes & Holm, 1989) . SEM techniques test the plausibility of the hypothesized relationships within the model and are confirmatory, but do not prove causation (Kline, 2005; Tabachnick & Fidell, 2013) .
Results
Study Sample
Of the 195 women approached in person to participate in the study, 128 agreed and completed the surveys. Of the 128 who agreed, 122 surveys were usable and the subjects met the inclusion criteria. Of the 52 surveys sent through the U.S. mail, 37 women returned completed surveys and met the inclusion criteria. The final sample consisted of 159 Black single mothers aged 18 to 45 years. The majority of women (90.0%) reported that they were single having never been married, 5.0% were divorced, and 5.0% were separated. Most women reported being head of household (86.7%). Most women also reported having between one to two children (69.8%), while 24.5% had three to four children, 4.4% had five to six children, and the rest gave no response (1.3%; n = 2). The large majority were unemployed 51.6%, while 27.7% worked full-time and 15.7% worked part-time, and the rest gave miscellaneous responses such as being on "maternity leave" and "other" (5.0%; n = 7). Significant mean differences for the main study variables and demographic data were not found based on the data collection method. The participants who participated by mail were initially contacted at the same recruitment sites as those who participated in person. This no doubt helped to prevent significant demographic and characteristic variability between the two samples.
Statistical Analysis
Descriptive statistics for the study variables are presented in Table 1 . Pearson correlation coefficients between the study variables are presented in Table 2 . All of the correlations between the hypothesized relationships were statistically significant.
Model Testing
As expected, there was a perfect fit of the model with the data, χ 2 (0, 159) = .0, p = 1.00. As hypothesized, there was a direct and positive effect of depressive cognitions on depressive symptoms (Gamma = .32, p < .01) and there was a direct and negative effect of depressive cognitions on perceived social support (Gamma = −.27, p < 01). As hypothesized, there was a direct and negative effect of depressive symptoms on perceived social support (Beta = −.29, p < .01). In addition, there was an indirect effect of depressive cognitions on perceived social support through depressive symptoms (B = −.09, p < .01). Although in the predicted negative direction, depressive cognitions did not have a direct effect on positive health practices (Gamma = −.11, ns). Depressive symptoms had a direct and negative effect on positive health practices (Beta = −.26, p < .01). There was an indirect effect of depressive cognitions on positive health practices through depressive symptoms (B = .08, p < .01). The correlated error term between positive health practices and perceived social support was psi = .37, p < .01. The model is presented in Figure 2 . The direct, indirect, and total effects are presented in Table 3 .
Discussion
The just-identified model of depression constructed for Black single mothers predicted five direct hypotheses derived from theoretical propositions and empirical findings and two indirect hypotheses. Four of the five direct hypotheses were supported, and the effect sizes were low to moderate; both of the two indirect hypotheses were supported. The first hypothesis, derived from theoretical propositions predicting a positive relationship between depressive cognitions and depressive symptoms (Abramson et al., 1989; Beck, 1967; Zauszniewski, 1995) , was supported (Gamma = .32, p < .01). However, the path coefficient was weak to moderate, giving modest support for the theoretical relationship between depressive cognitions and depressive symptoms in Black single mothers. Although depressive symptoms were the strongest outcome of depressive cognitions in the model, the strength of the path coefficient was not particularly impressive. Using extant theories, Zauszniewski (1995) synthesized the theoretical basis for the depressive cognitions instrument used in the present study which suggested that depressive cognition is a stable personality characteristic. However, alternative theoretical views of depressive cognitions need to be explored focusing on the nature and pattern of depressive cognitions across nonclinical populations and stages of human development. With a better understanding of the phenomenon, outcomes of depressive cognitions can be more accurately predicted in these populations. Previous researchers have reported strong path coefficients between depressive cognitions and depressive symptoms (Hatcher et al., 2008; Peden et al., 2004) ; none used SEM to test the relationships as was done in this study, precluding comparison of results across studies (Mason-Hawkes & Holm, 1989) . Based on the results of the present study, depressive symptoms are modest manifestations of depressive cognitions, but this finding needs to be replicated in Black single mothers using SEM as well as in other populations. Clinicians should use cognitive behavioral strategies that target the reduction of negative thinking to prevent the progression to clinical depression in Black single mothers.
The second and third hypotheses, derived from theoretical propositions predicting negative relationships of both depressive cognitions (Beta = −.27, p < .01) and depressive symptoms (Gamma = −.29, p < .01) to social support (Hammen, 2009; Klein & Wender, 2005) , were supported. The strength of the path coefficient for both relationships was weak to moderate, and both paths give comparable support to the theoretical propositions. Black single mothers who experience depressive phenomena, both cognitions and symptoms, tend to perceive lower levels of social support. These findings are important clinically, especially for depressed individuals who are in need of assistance and social support. This is the first time that the relationship between depressive cognitions and social support has been tested in Black single mothers, thereby providing knowledge about this relationship for this vulnerable sample of women. Similarly, the finding between depressive symptoms and perceived social support adds to the knowledge base for Black single mothers that can be used by clinicians.
The fourth hypothesis inherent in the model, suggesting an indirect relationship between depressive cognitions and social support through depressive symptoms, was weakly supported (B = −.09, p = .05). This finding is not surprising as negative thinking exerts a direct effect on social support (Beta = −.27, p < .01) that is lower, yet nearly equal in magnitude to the direct effect of depressive symptoms on social support (Gamma = −.29, p < .01) in the final model. Hence, in this model, the entire constellation of depressive symptoms plays a small role in explaining the relationship between depressive cognitions and perceived social support by transmitting only a small portion of the causal effects of negative thinking (Kline, 2005; Tabachnick & Fidell, 2013) . Nevertheless, these significant findings provide evidence for the mediating role of depressive symptoms in explaining the relationship between depressive cognitions and perceived support. When depressive symptoms are increased due to negative thinking, Black single mothers slightly increase their chances of perceiving less support.
Increasing the perception of support in Black mothers reduces the perception of stress (Giurgescu et al., 2015) that in turn contributes to depressive symptoms (Gruenberg et al., 2015; Hatcher et al., 2008; Odom & VernonFeagans, 2010) . Clinicians who wish to enhance the perception of support in Black single mothers should take a preventive role by targeting negative thinking which will subsequently reduce depressive symptoms and thereby further enhance perceived support. Interventions to decrease negative thinking have been successful at reducing depressive symptom in low-income single mothers (Peden, Rayens, Hall, & Grant, 2005) and in college women (Peden, Rayens, Hall, & Beebe, 2001) .
The fifth and sixth hypotheses were derived from theoretical propositions predicting that depression may serve to reduce participation in positive health practices (Atkins, 2010; Billingsley & Billingsley, 1987; Pender et al., 2005) . The fifth hypothesis was not supported suggesting that there is no direct link between depressive cognitions and positive health practices in Black single mothers (Gamma = −.11, p > .05). This finding is not surprising as the negative correlation between these two variables was initially weak (r = .19, p < .05) and thereby disappeared when all included and omitted predictors were held constant via SEM (Kline, 2005) . A negative correlation was also found between these two variables by Zauszniewski et al. (2001) in diabetic women (r = −.51, p < .001). However, this more powerful analysis provides more accurate evidence concerning the predictive impact of depressive cognitions on positive health practices. It is clear that depressive cognitions are not powerful enough to interfere with positive health practices and have no direct theoretical implications in relation to positive health practices in Black single mothers.
The sixth hypothesis, however, was supported, indicating a weak to moderate direct and negative link between depressive symptoms and positive health practices (Beta = −.27, p < .01). Looking at the two findings vis-à-vis each other, less participation in positive health practices is an outcome of depressive symptoms as proposed theoretically (Atkins, 2010; Bandura, 2004; Billingsley & Billingsley, 1987) . The current findings support those of prior studies that tested this relationship utilizing psychometrically sound scales that measure a variety of health practices (Lindgren, 2001 (Lindgren, , 2003 Zauszniewski et al., 2001 ) and those that measured one specific health practice (Im et al., 2015; Walsh et al., 2013) in women. The current findings add to the knowledge base regarding the relationship between depressive symptoms and positive health practices in Black single mothers. Black single mothers who manifest high depressive symptoms need to be monitored in terms of their health practices, such as proper nutrition, exercise, and relaxation, and provided with appropriate counseling and resources.
The seventh hypothesis, proposing an indirect relationship between depressive cognitions and health practices through depressive symptoms, was weakly supported (B = −.08, p < .01). In the absence of a direct effect between depressive cognitions and positive health practices, this small indirect effect is of limited value in explaining the relationships among depressive cognitions, depressive symptoms, and positive health practices in this model.
Limitations
This study used a sample of convenience which is inherently biased. Data collection methods involved personal contact with subjects as well as contact with subjects via the U.S. mail. Although there were no mean differences in the main study variables nor the demographics between those who participated by mail and those who participated in person, these different data collection methods may have influenced the results in some other indeterminate way.
Conclusion
This study estimated paths in a just-identified model constructed from theoretical propositions and previous empirical findings in the literature to provide a better understanding of outcomes of depressive cognitions in Black single mothers, which heretofore had not been examined. Consistent with theory, depressive symptoms and diminished perceived social support are outcomes of depressive cognitions; diminished perceived social support is also an outcome of depressive symptoms. Contrary to theory, decreased participation in positive health practices is not an outcome of depressive cognitions; however, consistent with theory, less participation in positive health practices is an outcome of depressive symptoms. Based on the findings in this study, future research should examine the actual and self-reported health status of Black single mothers who present with significant depressive symptoms. Preventive interventions that target negative thinking will decrease depressive symptoms and enhance the perception of social support in Black single mothers. Research needs to continue on the negative psychosocial and physical consequences of depression in Black single women who are a vulnerable population.
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